In the current issue of Journal of Orthopaedics, Trauma and Rehabilitation, there are three articles investigating the interventions aiming to improve the outcomes of hip fracture and osteoarthritis (OA) in elderly patients, namely the use of cemented Exeter hemiarthroplasty in displaced femoral neck fracture, 1 topical tranexamic acid in total knee arthroplasty (TKA) 2 and unicompartmental knee arthroplasty (UKA). 3 These give insights to address the growing demand of orthopaedic surgery in ageing population.
Ageing population is well known and is particularly severe in the Asian Pacific region. The number of elderly is expected to rise from 535 million to about 1.3 billion by 2050. In 2016, 12.4% of the population aged 60 years or older, but it is projected to increase to more than a quarter by 2050 and even to a third in countries such as Japan and Korea. 4 The increase in the pace of ageing (time taken from ageing to aged societies) is more in the Asian Pacific region than in European countries. Such drastic increase in the pace of ageing can be attributed to the rapidly declining fertility and the increasing life expectancies. The "silver tsunami" is a time-kicking bomb to our health-care system and workforce.
Elderly are more prone to have multiple chronic diseases. Each additional chronic illness was associated with an increase of 3.2 consultations a year and increased medical cost of 33% in community-dwelling elderly. 5 Also, multimorbid elderly patients were 5.6 times more likely to be hospitalized. 5 Concurrent musculoskeletal pain is common. Among patients with knee OA, 78% had musculoskeletal comorbidity, and 82% had nonmusculoskeletal comorbidity; on an average of 3.2 comorbidities, 1.7 were musculoskeletal, and 1.5 were nonmusculoskeletal. 6 According to the Hospital Authority's figure, there is already a relentless increase in waiting time for orthopaedic specialist outpatient clinics in recent years. The inpatient service utilization rate increases exponentially with advancing age. On average, the hospitalization rate of an elderly is four times that of a nonelderly. 7 A study by the University of Hong Kong projected an 80% increase in inpatient admissions to a total of 14.77 million in 2041, up from 8.21 million in 2012, in public hospital service, with the elderly accounting for 76% of inpatient days by 2041, up from 62% in 2012. Also, the number of older people outgrows that of the working age population because of shrinkage of working age population from the rapidly declining fertility. The old age support ratio (number of people aged 15 to 64 years per person aged 65 years or above) is projected to reduce from 6.3 in 2016 to 2.1 in 2050 in East and Northeast Asia. 4 Many older people still need to work as a result of low pension coverage and low benefits levels. For example, the proportion of elderly (age 65) in labour force was 28.3% for men and 18.1% for women in China and 41.5% for men and 10.7% for women in India in 2016. With the transition from "demographic dividend"
to "demographic deficit", extension of retirement age and retention of ageing workforce are increasingly practised in ageing societies.
All musculoskeletal disorders combined cause 21.3% of the total years lived with disability (YLDs) globally and 6.7% of the total global disability-adjusted life years (DALYs). 8 Low back pain, neck pain and OA are some of the leading causes of YLDs. Work-related musculoskeletal disorders are the most common cause of sick leave and the reason of failure to return to work in developed countries. Musculoskeletal disorder is the second most common cause of medical consultations. Musculoskeletal complaints account for up to 20% of primary care consultation in United Kingdom and 4% of inpatient discharges in public hospitals in Hong Kong. Among all comorbidities, musculoskeletal problem is most sensitive to the ageing effect with the steepest increase in prevalence with advancing age.
The annual incidence of fragility fractures exceeds the total of annual incidence in stroke, heart attack and breast cancer by 20% in the United States. 9 Recent advances in technology improve the treatment outcomes of fragility fractures, particularly the use of endoprosthesis for intraarticular or comminuted periarticular fractures in osteoporotic bones. For example, displaced femoral neck fracture is treated with hip hemiarthroplasty. In this issue, Hsu showed that the change of Austin Moore arthroplasty to cemented Exeter hemiarthroplasty resulted in significantly better patient outcomes in terms of mobility, independent and outdoor walking and less subsequent health-care utilization due to fall, refracture and implanterelated causes. 1 Similarly, reverse total shoulder arthroplasty provides an improved range of motion, more reproducible function and better clinical outcome scores than conventional shoulder hemiarthroplasty for elderly proximal humerus fractures. 10, 11 Total elbow arthroplasty has also emerged as a viable option to open reduction internal fixation of intraarticular distal humerus fractures in elderly. 12 Of course, fragility fracture in elderly is often associated with frailty, osteoporosis and sarcopenia. Polypharmacy, neurological and cardiac instability, malnutrition, dementia and depression are not uncommon. Thus, these fragility fractures are best managed by orthopaedics and geriatrics comanaged care in perioperative assessment, analgesia and medication review, decision on surgery and timing, postoperative care, multidisciplinary rehabilitation and discharge planning. 13 Fracture liaison service is beneficial in the coordination of fall risk and bone health assessment, fall prevention and osteoporosis medication.
OA is another great challenge related to ageing population. OA is one of the 10 most disabling diseases in developed countries. It is estimated that 18% of women and 10% of men aged above 60 years have symptomatic OA. 14 One in three people aged 70 years or above in Hong Kong are affected by OA. 15 The utilization of total joint replacement is expected to increase dramatically because of the projected ageing population and increasing prevalence of obesity. Compared with the utilization in 2005, the utilization of primary TKA and primary total hip arthroplasty is projected to increase by 508% and 70%, respectively, in 2030 in Taiwan. 16 During the last 10e15 years, enhanced recovery after surgery programs have been developed to optimize pain control, bleeding, muscle function and rehabilitation leading to reduction of length of stay and direct discharge home without increased readmission or complication rates. Typically, these fast-track TKA programs consist of multimodal analgesia and the use of tranexamic acid with or without steroid during the operation. In this issue, a local study supports the use of topical tranexamic acid in reducing blood loss for TKA, a significant reduction in haemoglobin drop, transfusion rate and drain output without thromboembolism complication. 2 With population ageing, many older elderly aged 80 years receive total knee replacementd13.8% from 2005 to 2009, up from 4.8% from 2000 to 2004 in Hong Kong. 17 Indeed, successful enhanced recovery after surgery program for elective joint arthroplasty can also be achieved in the very elderly aged above 85 years who have the most to gain from such multidisciplinary rehabilitation program. 18 An alternative of TKA is UKA. In this issue, the matched comparative study demonstrated that operative time, wound size, heamoglobin drop, deep vein thrombosis and length of stay were significantly better in UKA than in TKA. 3 Patients usually obtain their full range of motion within three weeks. 19 Other advantages of UKA are a higher Forgotten Joint Score and higher patient satisfaction rate than in TKA. 20, 21 With a 10-year survival of 85e95%, UKA can be considered the last arthroplasty in the elderly with appropriate indications. For example, patients older than 75 years undergoing UKA for medial OA demonstrated less blood loss, greater range of motion and higher level of activity at the time of discharge than those undergoing TKA with no difference in knee functional score at 2 years and 5-year survivorship. 22 UKA is also a viable option for predominant unicompartmental knee OA with marginally other compartment involvement in very elderly, 23, 24 particularly frail, patients who accept some residual pain from other compartment.
